) There were 11 males and 9 s with ages ranging from 26 to 60 years and a mean age of e duration of symptoms was from 1 to 20 years. All were distressed with some degree of incapacity and most reported previous attempts at treatment including partial section of the facial nerve, thermodenervation, and drug therapy with phenytoin carbamazepine, corticosteroids, and traditional Chinese herba medicines. All had progressing facial spasms. Two patients ha atypical symptoms. One had severe facial spasm on the left wit mild hemifacial spasm on the right. The contractions were no synchronous. The other had had typical progressing hemifacia spasm for two years with three previous episodes of glosso pharyngeal neuralgia. He had a one month history of continuin episodes of glossopharyngeal neuralgia, was unable to eat, an had become cachectic and emaciated. He responded initiall carbamazepine but later had no relief. Three patients com plained of tinnitus with the spasms and two had ipsilatera lacrimation associated with spasms. Two patients complained decreased hearing preoperatively and this was confirmed auditory studies. One had bilateral decreased hearing and on had unilateral hearing loss on the ipsilateral side. One patien complained of numbness in the V2 distribution but had no facia pain.
BetweenFeb. 1980andJune 1981,20 patients with hemifacial were treated. (Table 1 ) There were 11 males and 9 s with ages ranging from 26 to 60 years and a mean age of e duration of symptoms was from 1 to 20 years. All were distressed with some degree of incapacity and most reported previous attempts at treatment including partial section of the facial nerve, thermodenervation, and drug therapy with phenytoin carbamazepine, corticosteroids, and traditional Chinese herba medicines. All had progressing facial spasms. Two patients ha atypical symptoms. One had severe facial spasm on the left wit mild hemifacial spasm on the right. The contractions were no synchronous. The other had had typical progressing hemifacia spasm for two years with three previous episodes of glosso pharyngeal neuralgia. He had a one month history of continuin episodes of glossopharyngeal neuralgia, was unable to eat, an had become cachectic and emaciated. He responded initiall carbamazepine but later had no relief. Three patients com plained of tinnitus with the spasms and two had ipsilatera lacrimation associated with spasms. Two patients complained decreased hearing preoperatively and this was confirmed auditory studies. One had bilateral decreased hearing and on had unilateral hearing loss on the ipsilateral side. One patien complained of numbness in the V2 distribution but had no facia pain.
Following clinical diagnosis all patients had posterior foss angiography and some underwent CT Scanning. The angio graphic findings were not specific and could not be correlate with the operative findings. At present only a contrast en hanced CT Scan to rule out compressive mass lesions is done (A recent case revealed an epidermoid cyst).
TREATMENT AND RESULTS
All patients underwent a posterior fossa procedure with uni lateral craniectomy as described by Jannetta (1977) . A smal retromastoid suboccipital skin incision was made and a smal craniotomy was done. The lateral sinus was exposed, the dur was opened, and the cerebellum elevated. Relaxation wa achieved by controlled respirations and drainage of cerebra spinal fluid from the cisterns. The 7th and 8th cranial nerve were identified and the root entry zone exposed by elevation the flocculus and choroid plexus in the region of the foramen Luschka. In each case an arterial loop was found compressin the facial nerve at the root entry zone (Fig. 1) . The arter curved upwards as a loop, usually the main stem or a branch the anterior inferior cerebellar artery (AICA) and was usuall nestled anterior and slightly caudal under the root entry zone The brain stem was often grooved by the vessel. The AICA its branches were involved in 12 cases, the vertebral artery i and the posterior inferior cerebellar artery (PICA) in one (Tabl 1). The patient with glossopharyngeal neuralgia had a larg redundant PICA which lay close to the medulla under the roo entry zone of the 9th and 10th nerves and looped upwards on the root entry zone of the 7th nerve. In all cases, the offendin vessel was relocated away from the root entry zone and held a notched Teflon sponge.
Sixteen patients had immediate postoperative relief of thei spasm. The patient with glossopharyngeal neuralgia was relieve of both pain and spasms. One patient's spasms resolved ove three weeks, and two patients underwent re-exploration fo persistent spasms. In one case the sponge had slipped, th vessel was relocated and the sponge repositioned. In the othe case, at reoperation, a branch of AICA which was not recog nized the first time, was seen to be nestled in the entry zon the 7th nerve and this was relocated. Recovery was complet both of these patients. The 4th patient has decreased bu persistent spasms and has refused re-exploration. Fou patients had decreased hearing postoperatively; three hav recovered and auditory evoked potentials show only pro 1 -Schematic drawing to represent the position of AICA on the seventh nerve. Code: VII, Seventh Nerve; VIII, Eighth nerve; AICA Inferior Cerebellar Artery; Ch.P, Choroid Plexus; Fl, Flocculus; Cer, Cerebellum. ( Many authors have reported the association of hemifacia spasm and compressive lesions in the cerebello-pontine angl (Cushing, 1917; Dandy, 1934; Ehni, 1945; Campbell, 1947 Gardner, 1962 Fabinyi, 1978; Davis, 1981) . Similarily Maroo (1978), Pierry (1979) , Shih (1981 -personal communication) and Dujovny (1979) have indicated large arterio-venous mal formations or aneurysms are associated with hemifacial spasm Subsequent to our initial series, we have had one case cause by an epidermoid cyst in the CP angle. Gardner and Sav (1962) were the first to report a significant number of surgica cases where the 7th nerve was compressed by an obviou pathologic process or a redundant vessel in the cerebello pontine angle. Seven of eighteen cases clearly had a mas lesions (aneurysm or AV malformation), 7 were compresse by a redundant AICA and 5 cases showed no apparent involve ment of the 7th nerve. They suggested that hemifacial spas is the expression of a reversible pathophysiologic stat commonly produced by mild long standing compression of 7th nerve in the cerebello-pontine angle. Jannetta (1976, 1977 1979, 1981) believes that hemifacial spasm is caused vascular loop compression of the 7th nerve at the root entr zone. He has recently reported 229 cases in which micro vascular decompression of the nerve results in relief of spasm in 93% of cases (Jannetta, 1981). The vessels implicated tortuous or redundant loops of the basilar, vertebral, anterio inferior cerebellar and posterior inferior cerebellar arteries Jannetta's conclusion regarding etiology has been supported others (Neagoy, 1974; Maroon, 1978; Rand, 1981 Although our follow up is so far only 18 months, there ha been no significant recurrence.
